fication for this mixed group of conditions was proposed by Stoesser (1928) and modified by Ward and Lerner (I947) . This modified version is not entirely satisfactory because it includes, under the heading of acquired conditions, neurofibromatosis, Milroy's disease, and various vascular anomalies. So many different causes have been found that, at the present time, an attempt at formal classification seems unprofitable, and each case can, with advantage, be separately investigated.
The present study was stimulated by the finding of diploid-triploid mosaicism in a patient with asymmetry (Ellis, Marshall, Normand, and Penrose, I963) .
Case Reports
The patients were traced through the coding index of the Royal National Orthopaedic Hospital and 8 who could be located were investigated. One other patient was referred specially. There was wide variation in the degree of asymmetry present. For example, one patient (V.P.) had partial atrophy which probably resulted from an attack of anterior poliomyelitis, and another (C.P.) had atrophy associated with a KlippelFeil syndrome. Only two patients, A.B. and K.H. (see ., while in patient R.B., the left leg only, and in another, A.W., the right foot only is involved (see Fig. 2 ). Patient C.S. is perhaps the most unusual, for here the right arm and the left leg are hypertrophied. In patient R.S. all the limbs are abnormally large, particularly on the right, and the face also is asymmetrical. The patients are listed in Table I In the present series, patient K.H. has a naevus on the right side of her chest, though the hypertrophy is on the left, and since the increase is primarily in the subcutaneous tissues, lymphangiectasis has been suggested as the underlying condition. Another patient, R.S., has an extensive naevus on the right side of the trunk and a smaller one on the dorsum of the right hand. Both these patients could be included under the heading of the Klippel-Trenaunay-Weber syndrome, though whether this purely descriptive distinction is helpful may be doubted. Another patient, E.C., had a small naevus on an affected toe. This patient (E.C.) and also A.W. have a condition known as macrodystrophia lipomatosa (Feriz, I926) , a dystrophic process superimposed upon a primary maldevelopment affecting all tissue layers. In these two patients, the diagnosis was made by histological examination of the excised toes. Werthemann (1952) (Gesell, 192.7; Ward and Lerner, I97) No parental consanguinity was found, and only Gorlin and Meskin (I962) were particularly interested in the dentition but they were unable to determine the time of initiation of the hypertrophy. They also suggested that the disturbance of growth in these patients could account for the reported high incidence of neoplastic disease, e.g. sarcoma of the lung. Benson et (b) A.B. 9 aged 4 years. The second of her mother's three previous pregnancies ended in the stillbirth of an anencephalic foetus.
The patient has excellent health and the hypertrophy does not limit her activity. The left arm and, more especially, the left leg are the larger. Radiographs show a skeletal development consistent with her chronological age; the left leg is 2-2 cm. longer than the right.
The dermatoglyphic patterns on the hands show perhaps rather more difference than is usual. The left hand contains strong thenar and first interdigital patterns which are absent on the right; a whorl on digit IV of the right hand and t°triradius are not repeated on the left side. The feet differ in that the right sole has a p triradius which does not occur on the left.
(c) E.C. 9 aged 45 years. The patient is said to have been born with a deformed right foot, the big and second toes being particularly affected. Operations were performed at the ages of 5 and 13 years. At the age of 44, the right second toe was amputated. She feels the right foot to be warmer than the left. The whole foot, especially on the medial side, and the leg below the knee are abnormally large. The right middle finger is also definitely thicker than the left. Radiography of the foot in I963 showed hypertrophy of the second toe and first metatarsal.
The histology of the toe amputated in I963 showed a small junctional naevus but no other evidence of vascular or neurological disease. The subcutaneous tissues were increased in amount and showed some fibrosis. There was evidence of bony overgrowth. The dermal ridge patterns on the hands are in moderate agreement; there is a whorl on the right first digit and a to palmar triradius which are not represented on the left side. The loops in the third interdigital areas also differ slightly. The patterns of the feet are substantially similar and each shows one p triradius. The hallucal pattern, a digital loop on both sides, is enormously extruded on the right sole.
(d) K.H. V aged I6 years (see Fig. i ). As an infant the patient suffered from eczema and she now has asthma. She works as a typist and uses both hands normally.
The hemihypertrophy affects the left side of the body, including the trunk, and there is a naevus over the right upper chest, anteriorly. The left leg is less severely affected than the left arm and hand; both are larger, rather than longer, than the right hand and arm, and they are puffy. There is no pitting oedema. This patient was demonstrated to the Paediatric Section of the Royal Society of Medicine in November 1954 (Proc. roy. Soc. Med., (I955), 48, 330) . In I952 to I953 she had a pericardial effusion of unknown aetiology, but three years later her heart was considered to be normal.
The ridge patterns on the left and right hands disagree slightly in that the whorls on the right digits IV and V are not repeated on the left. The palms are similar but the c triradius on the left hand is missing, a not unusual finding. The feet show very similar patterns though there is a tendency to zygodactyly of toes II and III only on the right side.
(e) C.P. d' aged 57 years. The patient's symptoms seem to date from trauma at the age of I3, which produced a quadriparesis. There was gradual improvement over the succeeding few months but on the right side there is residual weakness. The right side of his face and chest are smaller than the left. There is wasting in the right arm and leg with increased reflexes and an extensor plantar response. There is no movement in the upper cervical spine and radiographs show fusion of the upper five vertebrae of the KlippelFeil type. Since the asymmetry involves the face and trunk, it presumably antedates the trauma. The wasting and pyramidal signs probably result from a lesion of the cervical cord subsequent to the injury.
There is a moderate degree of divergence between the patterns of the right and left hands. This is noticeable in the absence of hypothenar pattern on the left palm and the presence of an intense pattern on the right. The secondary triradius e on the left is matched by a secondary triradius a on the right. The right sole exhibits a whorl not shown on the left side. The greater intensity of pattern on the right as compared with the left side is hardly sufficient to indicate very early onset of the patient's asymmetrical growth changes.
(f) V.P. Y aged I8 years. In infancy the patient had an acute febrile illness which was called 'bronchitis'. At about the same time her left thigh was observed to be smaller than the right. This has persisted and the left foot is now slightly the smaller of the two. A bilateral first metatarsal osteotomy was performed in I962.
There is obvious wasting and weakness of the left thigh and an absent knee-jerk on that side. The other reflexes are brisk and equal. There is shortening (i in. (2 z5 (i) A.W. V aged 6o years (see Fig. 2 ). A paternal uncle was bom with a deformed arm and a paternal cousin with a paralysed leg and conjoined fingers on one hand.
The patient's deformity of the right foot has been present, probably from birth, and certainly for as long as she can remember. In I952 this deformity was seen to consist of gross enlargement of the second toe and, to a lesser extent, of the first toe. The metatarsals were also involved.
At operation in i952, the whole of the 2nd ray, phalanx, metatarsal, and cuneiform were removed. Histology showed marked fibro-fatty overgrowth involving all tissues together with generalized bony overgrowth, periosteal new bone formation and degenerative joint changes. This lesion belongs to the group sometimes referred to as 'macrodystrophia lipomatosa'.
The dermatoglyphic patterns on left and right sides agree very closely with one another; so also do those on the feet. However, the right hallucal whorl and the patterns on the area of the pad show great distortion by stretching in a lateral direction.
